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Up	 to	40%	of	 general	 practitioners	 (GP)	 consultations	 contain	 an	 emotional	 com-
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1  | INTRODUC TION
Mental	health	problems	are	one	of	the	main	causes	of	disease	bur-
den	worldwide	 (Vos	et	al.,	2015),	 and	 it	 is	estimated	 that	mental	
health	problems	cost	the	UK	economy	up	to	£100bn	a	year	(Davis,	
2014).	With	40%	of	primary	care	consultations	having	a	psychoso-
cial	 component	 (Mind,	 2018),	 general	 practitioners	 (GPs)	 are	 the	
most	 frequently	 used	 providers	 of	mental	 healthcare	 in	 the	UK.	
The	mental	health	problems	 faced	 in	primary	 care	are	heteroge-






GPs	report	feeling	responsible	for,	and	engaged	 in,	 the	 iden-







McLeod,	 &	 Hutchinson,	 2001;	 Wheat,	 Barnes,	 &	 Byng,	 2015).	
Difficulties	 communicating	 with	 secondary	 care	 services	 can	
make	GPs	 feel	 unable	 to	 direct	 patients	 to	 appropriate	 support	
(Cohen,	2008).







is	 a	 ‘box‐ticking’	 exercise	 that	 draws	 them	 away	 from	 patient‐led	
consultations	(Maisey	et	al.,	2008).
Previous	 research	has	 found	 that	GPs	often	 consider	 patients’	
emotional	 concerns	 to	 be	 related	 to	 life	 stress	 (Dew	 et	 al.,	 2005;	
Johnson,	Williams,	Macgillivray,	Dougall,	&	Maxwell,	2017;	Thomas‐
MacLean,	Stoppard,	Miedema,	&	Tatemichi,	2005),	and	that	instead	





Therefore,	 it	 is	 important	to	develop	a	better	understanding	of	
how	GPs	are	managing	 these	consultations	 in	practice.	This	 study	
aimed	to	explore	GPs’	experiences	of	providing	care	for	patients	ex-
periencing	emotional	concerns,	focusing	on	the	research	questions:	



























An	 email	 introducing	 and	 describing	 the	 study	 was	 sent	 to	
nine	practicing	GPs	 in	Devon	and	the	East	Midlands.	The	email	
What is known about this topic










•	 NICE	 guidelines	 relating	 to	 emotional	 concerns	 should	
acknowledge	the	importance	of	a	flexible	approach	to	di-
agnosis	and	treatment.
•	 Longer	 consultations,	 continuity	 of	 care	 and	 formal	 su-
pervision	for	GPs	would	help	them	to	provide	better	care	
for	patients	experiencing	emotional	concerns.
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explained	 that	 the	 study	 would	 involve	 attending	 one	 focus	
group	to	explore	GP	experiences	of	providing	help	 for	patients	
experiencing	 emotional	 concerns.	 GPs	 who	 were	 interested	 in	
taking	 part	 in	 the	 study	 were	 asked	 to	 invite	 colleagues	 from	
their	 surgery	 to	a	 focus	group.	GPs	were	 targeted	 to	achieve	a	
variation	in	demographic	characteristics,	specifically	variation	in	
location	of	their	practice,	gender	and	age.	Ethical	approval	was	
granted	 by	 the	 University	 of	 Exeter	 Medical	 School	 Research	




Participants	 were	 given	 a	 detailed	 information	 sheet	 about	 the	
study	before	 giving	 consent.	Written	 informed	 consent	was	 pro-
vided	by	all	participants	before	the	start	of	each	focus	group.	All	of	
the	focus	groups	took	part	in	the	participants’	surgeries	at	a	time	
that	 suited	 them.	Participants	 took	part	 in	 one	 focus	 group	with	
one	or	two	other	GPs	from	the	same	practice.	Three	focus	groups	




to	 the	 potentially	 distressing	 nature	 of	 the	 topic,	 a	 standardised	
risk	assessment	protocol	was	in	place	should	participants	become	
distressed.	 The	 risk	 assessment	 protocol	 was	 to	 be	 used	 if	 any	
participant	 disclosed	 thoughts	 of	 self‐harm	 and	 included	 stand-





















guidelines	 recommended	 by	 Braun	 and	 Clarke	 (Braun	 &	 Clarke,	
2006;	Miles	 &	 Huberman,	 1994).	 Transcripts	 were	 organised	 and	
managed	 using	 qualitative	 data	 analysis	 software	 NVivo	 11	 (QSR	
International,	2012).	All	transcripts	were	initially	analysed	indepen-
dently	 by	DP.	 First,	 familiarisation	with	 the	 data	was	 achieved	 by	
transcribing	and	checking	the	transcripts.	Secondly,	all	of	the	tran-














each	 from	 their	 practice	 to	 participate	 in	 a	 focus	 group.	 Three	
focus	 groups	 were	 conducted	 lasting	 on	 average	 49	 minutes.	














bility	 and	 institutional	 pressures:	 GPs	 took	 personal	 responsibil-
ity	for	providing	effective	care	for	patients,	however	 lack	of	time	
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and	pressure	from	guidelines	forced	them	to	prioritise	higher	risk	
patients.	 Number	 of	 references	 for	 each	 theme	 can	 be	 found	 in	
Table	3.
3.1 | Collaboratively negotiated diagnosis
How	 GPs	 understood	 and	 managed	 their	 patients’	 emotional	
concerns	was	not	a	 straightforward	process	and	did	not	 rely	on	
diagnostic	 tools	 and	 ‘textbook’	 symptoms.	 Instead,	 emotional	
concerns	were	understood	as	the	result	of	an	interaction	between	
patient	factors,	GP	factors,	and	availability	of	treatment.	Firstly,	
patient’s	 preferences,	 expectations,	 understandings,	 and	 social	




deal	 a	 bit	 better,	 then	 I	 go	 into	 detail	 about	 patho-
physiology	 and	 the	 underlying	 chemical	 changes.	 I	
guess	it	works	well	for	those	people.	
(GP5,	female)
As	 there	 is	 no	 blood	 test	 to	 diagnose	 emotional	 concerns,	
GPs	 needed	 to	 be	 skilled	 in	 eliciting	 accurate	 information	 from	













GPs	 felt	 that	 some	 patients	 may	 be	 deliberately	 deceptive,	
with	 GPs	 reporting	 that	 a	 small	minority	 of	 patients	may	 over-
state	 the	 severity	 of	 their	 emotional	 concerns	 to	 increase	 their	
access	 to	 support.	 GPs	 reported	 the	 importance	 of	 experience	
and	clinical	 intuition	when	determining	 the	severity	of	patients’	
distress.











eral	practice.	These	GPs	were	more	 likely	 to	 take	a	 signposting	and	
referral	approach.
I	think	that	some	GPs	might	see	someone	start	talking	
about	 something	 psychological	 or	 to	 do	 with	 their	
wellbeing	 or	 their	 stress	 levels,	 and	 immediately	 go	
into	mental	health	and	diagnosis	and	treatment	mode.	











Focus	group	1 3 2 1 62.42
Focus	group	2 2 2 0 42.47
Focus	group	3 2 1 1 41.05
Total 7 5 2 145.31
TA B L E  2  Focus	group	characteristics



























tients’	 symptoms	 and	 social	 circumstances.	GPs’	 awareness	 of	 their	







ment	 decisions	 around	 patients’	 preferences.	 Other	 GPs	 adopted	 a	
more	directive	approach.	GPs	reported	that	patients	resisted	antide-






[Patients]	 don’t	 take	 [antidepressants]	 because	 they	
mistrust	them,	other	times	they’re	just	in	denial	that	








and	managed	based	on	what	 treatment	was	 available	 to	 them.	GPs	










“oh	yeah	you	can	 see	a	 counsellor	 in	 three	months”	
isn’t	what	they	were	hoping	for,	which	can	then	lead	
to	their	mood	going	even	further	down.	So	then	you	















This	was	 in	 contrast	 to	 the	 role	GPs	 took	with	patients	with	
acute	 medical	 concerns,	 which	 was	 more	 disease‐focused.	 The	
role	of	the	GP–patient	relationship	in	these	consultations	was	con-
sidered	to	be	an	essential,	core	component.	It	was	the	contact	with	
the	GP	 themselves,	 as	opposed	 to	what	 a	GP	could	do	clinically	
(i.e.	provide	a	 referral	or	antidepressants),	 that	 formed	 the	basis	
of	treatment	itself.










or	 to	 take	medication.	This	 relationship	could	also	attenuate	 the	
effects	of	stigma	which	can	make	it	difficult	for	patients	to	open	
up.	GPs	reported	that	patients	will	often	present	with	a	physical	
concern	 which	 is	 less	 stigmatised,	 and	 only	 disclose	 their	 emo-
tional	agenda	after	they	have	built	up	rapport	and	trust	with	their	
GP.	 An	 existing	 GP–patient	 relationship	 meant	 that	 the	 patient	
would	 already	 trust	 the	GP	 and	 thus	 feel	more	 able	 to	 disclose	
emotional	concerns	outright.
It	does	help	when	you	know	the	patient	very	well,	be-
cause	 if	 you’ve	 known	 them	 for	 donkey’s	 years	 they	
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can	 come	 through	 the	 door	 and	 you	 can	 see	 that	
they’re	 depressed	 because	 you	 know	 them	 like	 you	
know	a	friend	almost…	it’s	much	easier	then,	whereas	







There	 is	 an	opportunistic	window	when	 [the	patient	









to	 maintain	 this	 relationship	 with	 patients.	 However,	 as	 discussed	
below,	this	was	often	difficult	to	achieve.


















considered	 necessary,	 and	 time	 restrictions.	 Consultations	 with	 pa-
tients	experiencing	emotional	concerns	took	time	to	do	well,	and	these	
consultations	often	overran.










are	at	a	more	 immediate	 risk	of	 self‐harm	need	 to	be	 ‘talked	down’,	
which	takes	longer.
To	do	 it	properly	 it	does	take	 longer,	but	you’ve	got	



















ment	 instead	 of	 providing	 therapeutic	 care.	 The	 patients	 in	 these	
wards	were	very	different	to	patients	seen	in	primary	care.
[On	psychiatric	wards]	you	had	 to	 risk	assess	 to	 the	
point	of	making	a	decision	about	admission	and	dis-
charge,	 whereas	 we	 don’t	 get	 that	 level	 of	 stuff	 in	
general	practice.	
(GP4,	female)
Another	 competing	 pressure	 for	 GPs’	 time	 was	 from	 the	
Quality	and	Outcomes	Framework	(QOF)	to	use	the	Patient	Health	




We	were	 supposed	 to	 be	 using	 [the	 PHQ‐9]	 for	 all	
patients…	 partly	 attached	 to	 the	QOF	 (Quality	 and	
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The	 tension	 between	 personal	 responsibility	 to	 support	 a	 pa-
tient,	and	institutional	pressures,	meant	that	consultations	with	an	
emotional	agenda	could	be	emotionally	draining.	GPs	 in	this	study	
received	 no	 formal	 support	 but	 did	 utilise	 a	 number	 of	 personal	
strategies.	These	included	talking	with	family	and	colleagues,	exer-
cise	and	writing	a	diary.
I	 think	 you	 just	 have	 to	 be	 aware	 that	 if	 you	 have	
two	or	 three	big	emotional	 consultations	 in	 a	day‐	
because	a	 lot	of	your	consultations	you	won’t	 find	
them	emotionally	draining	if	they’re	about	athlete’s	






GPs	 and	 patients	 have	 different	 models	 of	 emotional	 concerns,	
meaning	 that	 how	 patients’	 concerns	 are	 understood	 and	 man-
aged	 in	 the	consultation	 is	 the	result	of	more	than	 just	symptom	
count	and	severity.	The	stigma	associated	with	emotional	concerns	
means	 that	 interpersonal	 rapport	 is	 important.	 This	 rapport	 not	
only	 supports	 the	 consultation	 but	 is	 also	 intrinsically	 therapeu-
tic.	Finally,	consultations	take	time	and	emotional	resources	to	do	
well.	 GPs	 take	 a	 personal	 responsibility	 for	 providing	 high‐qual-
ity	care,	however	 they	often	have	 to	prioritise	 tasks	such	as	 risk	
assessment.
4.1 | Strengths and limitations














sample.	 A	 broader	 recruitment	 area	 and	 using	maximum	variation	
sampling	may	have	reduced	this	limitation	and	should	be	considered	
for	future	research.
4.2 | Comparison with existing literature and 
implications for practice
These	 findings	have	 implications	 for	 understanding	how	GPs	help	




TA B L E  4  Participant	reports	of	‘what	works	well’


































































more	 likely	 to	prescribe	 antidepressants,	 as	 this	 is	 the	 treatment	
over	 which	 they	 have	 the	 most	 control	 and	 they	 often	 felt	 that	
there	was	 little	 else	 they	 could	 offer	 (Hyde	 et	 al.,	 2005;	 Saini	 et	
al.,	 2015;	Saini,	Chantler,	&	Kapur,	2018).	As	highlighted	by	Saini	
and	colleagues	(2015),	this	is	seen	as	unacceptable	to	both	GPs	and	
patients,	 as	 the	 lack	 of	 choice	 infringes	 on	 the	 patients’	 right	 to	
































over	 therapeutic	 work.	 GPs	 were	 concerned	 about	 the	 possibil-
ity	of	missing	 something	 serious,	 such	as	 suicide	 risk	or	psychosis	
(Thomas‐MacLean	et	al.,	2005).
This	 has	 implications	 for	 future	 research.	 There	 is	 some	 evi-
dence	that	suggests	 it	 is	possible	for	GPs	to	develop	and	maintain	















patients	 stressful	 and	 unrewarding,	 are	 less	 willing	 to	 be	 actively	
involved	 in	supporting	them	(Ross,	Moffat,	McConnachie,	Gordon,	
&	Wilson,	 1999),	 and	more	 likely	 to	 identify	 barriers	 to	 treatment	
(Dowrick,	Gask,	Perry,	Dixon,	&	Usherwood,	1999;	Richards,	Ryan,	
McCabe,	 Groom,	 &	 Hickie,	 2004).	 Being	 overworked	 can	 reduce	
GPs’	ability	to	be	compassionate	and	can	increase	feelings	of	anxiety	
and	low	mood	(Riley	et	al.,	2018).	GPs	in	this	study	did	not	receive	















This	 study	 has	 highlighted	 an	 incongruence	 between	 the	 care	 that	
GPs	want	to	provide,	what	the	guidelines	suggest,	and	what	is	possi-
ble	given	short	consultations	and	limited	treatment	options.	GPs	have	
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developed	a	number	of	strategies	to	provide	high‐quality	care	for	pa-
tients	given	the	constraints	they	are	under.	Future	work	should	assess	
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